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Introduction
Breast cancer, the most common type of cancer in women, continues to be one of the main causes of cancer-related death. The prevalence of breast cancer in women is rising. In North America and Western European countries, approximately 1 in every 8 women is reported to suffer from breast cancer, and 1 in every 30 is reported to die from the disease. Although the risk factors for breast cancer have been defined and studied, in more than half of the women suffering from breast cancer these factors were not present [1, 2] . It was reported that the tumor size and involvement of axillary lymph nodes are among important factors that effect the prognosis of the disease. The increase in tumor size and the involvement of axillary lymph nodes increase the mortality rate. Therefore, early diagnosis and intervention are crucial in decreasing the breast cancer mortality rate [1] . Breast cancer is the most common type of cancer among Turkish women and the second leading cause of death from cancer in Turkey. The corresponding prevalence of breast cancer in Turkey is 24.4 [3, 4] . In the American Cancer Association (ACS) manual of early diagnosis of breast cancer, the following periodic procedures were recommended: for women ages 20 and above monthly breast self-examination (BSE), for women ages 20-40 once every 3 years, and 40 and over once a year clinical breast examination (CBE), starting at age 40 every 1-2 years mammography (MM) [5] . According to the ACS recommendations, women should know how their breasts normally feel and report any breast changes immediately to their health care providers. ACS does not recommend anymore BSE as there is reliable data that breast cancer detection through BSE does not increase survival rates. But, BSE seems to be a viable optional substitute available in rural areas where reaching CBE and mammograms is difficult. Here, BSE and might still detect breast cancer early enough for treatment which can be offered to prolong women's lives and reduce suffering. For younger women, BSE training is a gateway health promotion behavior which provides women with the knowledge that sets the stage for adherence to CBE and mammography screening guidelines later in life. Screening is related to perceptions of risk, benefit, and barriers through a reasoning process that includes personal and social influences and attitudes [6, 7] . However, only a few Turkish women do it. According to studies, only 27-39% of Turkish women have ever performed BSE, but Secginli [4] reported that women performing BSE once a month represented 5.5% of the population in Istanbul. The major risk factors for breast cancer in women are certain inherited genetic mutations, a personal or family history of breast cancer, and biopsy-confirmed hyperplasia. Other factors that increase breast cancer risks include a long menstrual history (menstrual periods that started early and/or ended late in life), obesity after menopause, recent use of oral contraceptives, postmenopausal hormone therapy, never having had child- Temiz/Aslan/İnandı/Beshirov/Beyaz ren or having the first child after age 30, ethnicity characteristics, exposure to radiation [6, 7] . Cultural factors such as beliefs, attitudes, and knowledge about cancer are also known to vary dramatically by race, and the importance of these cultural factors is increasingly recognized. Women who hold any of the culturally derived folk beliefs, fundamentalist religious beliefs, or beliefs about relations with men or fatalism were all significantly more likely to present with late-stage disease [8] . This study aimed to investigate the knowledge, attitudes, and behaviors of female teachers related to breast cancer in Hatay, Turkey.
Methods
There are almost 5,000 female teachers working in Hatay and we aimed to reach 10% of this population. Our questionnaire consisting of 14 questions about personal information, 14 questions about knowledge related to breast cancer, and 14 questions about attitudes and behaviors of teachers, was filled out by 512 female teachers between March 2005 and August 2005. The 22 questionnaires which were not filled completely were excluded from the study; 490 were included. The results were analyzed using the SPSS 13.0 program (SPSS Inc, Chicago, IL, USA). Personal information questions included marital status, working school, having complaints related to the breast, alcohol intake, smoking and others. Questions measuring the knowledge related to breast cancer were the first signs of breast cancer, the role of nulliparity, not breast feeding, and the use of oral contraceptives. The questions about behaviors were about the frequency of BSE and CBE, from who they were learnt, the reason why they were not perform, history of undergoing MM, the frequency of MM.
Results
In all, 490 female teachers participated in the study. The mean age of the respondents was 34.6 +/-7.3 years (22-55), and most were married (77.1%). Of the participants, 42.7% were working in the city center, 18.2% were in the county, 18.6% were in town, and 20.6% were in village schools. 62.9% participants have reported to have insufficient knowledge about breast cancer. 45.9 of the teachers working in the city center had enough knowledge, while only 29.2% of the teachers working in the county reported to have enough knowledge. The rate of the teachers with sufficient knowledge in town and villages were (30.8%) and (31.7%), respectively. When the groups were compared with each other, the number of teachers with sufficient knowledge was statistically significantly higher between teachers in the city center.(p = 0.00; table 1). The source of information was newspaper/TV in 84.6%, medical health care providers in 22.8%. The answer to the question about the most common finding related to breast cancer was growth on the breast in 81.8% whereas nipple discharge was in 37.9%. While all of the participants think that early diagnosis of breast cancer is important; 19% of them think personal hygiene is protective against breast cancer. Among all the participants, 53.7% have never practiced BSE. Of the ones who have, 80.6% practice it as they remembered, 12.5% practice it once a month. 38.4% of these learned BSE from a doctor, and 38.0% from TV. The reason for not practicing BSE was unde- Temiz/Aslan/İnandı/Beshirov/Beyaz restimation in 46.7%, lack of knowledge in 37.9%, and fear of finding a growth in 6.1% (table 2) . In our study, 152 participants (31%) had CBE done, and 145 of these had it done by an expert doctor while 5 had it done by a GP. 95.4% (145) had their breast examination done by a specialist and 1.0% (5) by a physician at least once. The reason for not having CBE was underestimation in 60.9%, lack of knowledge in 17.4%, thinking that it was unnecessary in 5.9% of the participants. The reason not to do CBE was carelessness in 60.9%, insufficient knowledge in 17.4%, not having any complaints and feeling no need in 11.9%, believing that it had no benefit in 5.1%, and the fear of finding a growth in 4.7% (table 3) .
In the 18-34-year-old group, 11 participants, in the 35-39-yearold group 20 participants, in the 40-49-year-old group 45 participants, 50-55-year-old group 11 participants (total of 86 (17.6%) participants) had a MM. 48 of these had only one, 18 had it once a year, 18 had it once in 2 years. 33 had MM because of having complaints, 33 voluntarily for control reasons and under doctor control, and 20 had it based on medical advice. The reason not to undergo MM was 'carelessness' in 70.1% (47), 'having no information' in 7.5% (5), 'being afraid of finding a growth' in 7.5% (5) 'thinking that it is not essential' in 7.5% (5), and 'having no complaints' in 6% (4). The mean age in the group of women who claimed to have enough information was 35.8 years and 33.8 years in the other. This difference was significant (0.03). There was a statistical significance in the sufficiency of the knowledge of married teachers in contrast to singles and of the over-40-year-old group when compared to < 40-year-old groups. The average age of the BSE performer group was 36.4 years while it was 32.4 years in the none-performing group. This difference was statistically significant (0.00). The average age in the BCE performed group was 38.3 years while it was 32.8 years in the other. This was significant (0.00). Similarly, there was a significance in performing BSE and having CBE in the married vs. single, over-40-year-old group when compared to < 40-year-old groups (BSE 0.00-0.00-0.00-0,006 and CBE 0.00-0.00-0.00-0.00).
Discussion
Teachers play an important role in the education of the population. Their knowledge about breast cancer is estimated to effect the behavior and attitudes of their education population. This study was conducted to assess the knowledge, behavior, and attitudes of female teachers in Hatay, southern Turkey which is expected to effect their student and parent population. Breast cancer has a lot of effect on women health. The incidence of breast cancer shows differences between countries. The incidence is at its minimum in Asia whereas it is at its maximum in the USA and South America. In Asian countries, the incidence is increasing because of the increasing Western life style [9] . The incidence is increasing in our country too, but the reports of Health Ministry do not reflect the true rates. Data of the government hospitals, university hospitals, and private hospitals were kept separately, but were united recently so the real incidence will be known in the next years.
A majority of the sample (76.6%) reported that they had heard or read about breast cancer, but only 56.1% of them had sufficient knowledge of it. TV/ radio programs were identified as the main source of information on breast cancer by 39.3% of the participants. Health professionals were mentioned as a source of information by 23.4% of the sample [7] . Unmarried women were more likely not to use breast cancer screening [11] . Also, community believes are important in behaviors. Most of the Samoan women living in Hawai do not practice BSE or do not allow CBE and believe that cancer means death and is not curable [12] . In a study performed in Sweden, 70% of the women aged between 25-80 years practiced BSE regularly [13] . In a study performed in Hong-Kong, less than 50% of the participants practiced BSE monthly [14] . In studies of community samples of diverse women groups conducted in the United States, the rates of performing monthly BSE ranged from 29 to 63% [10] . Dundar et al. [7] performed a study including women living in the western rural areas of Turkey. According to the women's responses, 23.4% of them had no knowledge about breast cancer, 27.9% had no concept of BSE. In a similar study of teachers working in Tahran, 6% of the participants had practiced BSE regularly, 37% had practiced BSE rarely, and 57% had never practiced BSE [9] . At least 53% of our participants had performed BSE at least once whereas only 6.7% of them perform BSE regularly once a month. In women living in Iran, the most common reasons for not practicing BSE and CBE were not having any information in 34%, and seeing no need in 36%. In our study, the reasons were underestimation in 21% and not having enough knowledge in 17%. The reasons for not having CBE was carelessness in 42% and inadequate knowledge in 12%, and only 1/3 women had CBE. Previous studies performed in Turkey reported that the level of cancer knowledge of Turkish population was not adequate, the rate of performing BSE is low, and most of the women do not know how to examine their breasts correctly. According to this, there is a need for meetings and conferences for educating women about breast cancer. On the other hand, Canadian Task Force on Preventive Health Care reported that BSE procedure could be more harmful than beneficial and stated that as a cancer screening technique BSE should be taught to women ages 40-69 as a routine procedure [15] . Dundar et al. [7] reported that 89.3% of women had never had an MM and 75.0% had never had CBE. 27.9% of the women participants, expressed no previous knowledge of MM. Only 5.1% of them had an MM annual or over a 2-year period [7] . In our study, 17% of the participants had mammography but when specified to the over-40-year-old group, 48% had an MM. Our study population consisted of female teachers whose socioeconomic class is expected to be higher. Thus, the rates of sufficient knowledge and having an MM might have been higher in our study (table 4) . Barriers to mammography screening identified in the literature include inconvenience, worry, embarrassment, fear of radiation or pain, belief that mammography is unnecessary in the absence of symptoms, and lacking knowledge of recommended guidelines [16] . In our study, the most reported reason for not having breast examination was carelessness in 70%, but also lack of knowledge, fear of finding a growth, not thinking it is necessary were among other reasons. This laxity can be corrected via explaining the usefulness of MM and motivation of the health care providers.
Conclusion
3/5 of the female teachers think that they do not have enough knowledge related to breast cancer. More than half of them do not practice BSE, and only 6.7% of them practice BSE regularly. It was concluded that teachers need education about breast cancer. 
